These findings have been confirmed in the 42 patients known to have dysthyroid eye disease in the present series. In the 31 euthyroid patients the TRH response was normal in 7, absent or impaired in 15 and exaggerated in 9. The TRH response was always absent in patients with a raised serum T3 regardless of whether they were clinically thyrotoxic.
TRH in the Diagnosis of Unilateral Proptosis
It might be argued that the TRH test added little to the diagnostic assessment of the 42 patients already discussed. However, the 10 remaining patients presented with unilateral proptosis, without lid retraction or other clinical evidence of dysthyroid disease. None had any relevant history, thyroid atitibodies were not detected in serum, and T3 and T4 measurements were always normal. In the absence of any evidence for the diagnosis, proptosis had been further investigated by orbital venography in 4 patients and carotid angiography in 2.
In 8 of these patients the TRH test was positive, i.e. there was no TSH response. Ormston et al. (1973) have shown a statistical correlation between T3 suppressibility and TRH responsiveness, but in an individual patient the TRH test may provide the only evidence of Graves' disease. Thus in 6 patients the T3 suppression test gave normal or equivocal results whereas the TRH test was diagnostic.
Conclusions
A diagnosis of dysthyroid eye disease can be made on clinical grounds in the majority of cases. In our experience unrecognized thyrotoxicosis is common in patients referred to an eye department and this finding confirms the importance of joint assessment of the patients. In the euthyroid patient a raised serum T3 often heralds the onset of thyrotoxicosis, as suggested by Hollander et al. (1971) , and T3 toxicosis seems particularly common in association with dysthyroid eye disease. However, the incidence may depend upon the selection of patients. Certainly measurement of serum T3, where it is available, provides more information than the serum T4 alone.
Finally, this series shows the diagnostic value of the TRH test in ophthalmological practice and it is suggested that the test should be performed early in the investigation of unilateral proptosis. Surgical treatment may be required with varying degrees of urgency for the widely different manifestations of dysthyroid eye disease: (1) Emergency surgery is necessary to save the integrity of the eye itself when uncontrolled corneal exposure predisposes to infection, ulceration, perforation and panophthalmitis.
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(2) Equally urgent is the control of raised intraorbital pressure that causes visual loss through reduced blood supply to the optic nerve.
(3) Carefully timed surgical intervention may correct diplopia due to ocular muscle fibrosis and reduce an associated compensatory head posture. (4) Elective cosmetic surgery may be requested for marked, chronic exophthalmos and severe lid retraction.
Orbital decompression for imminent loss of vision or of the eye from high intraorbital pressure gives dramatic improvement. The preferred route for the creation of extra space for the swollen orbital contents is transantral decompression (Walsh & Ogura 1957) using the Caldwell-Luc approach through the anterior wall of the antrum and entering the orbit via the medial half of the antral roof. Further decompression into the ethmoids can be made if necessary. Most patients needing decompression have both eyes severely affected. The transantral route takes approximately 25 minutes per side by myself and less when done by an ENT surgeon. Transfrontal decompression takes the neurosurgeon 90 minutes per side and it is less acceptable to the patient.
Orbital decompression will result in worthwhile improvement in at least one and usually more of the following features: better visual acuity, restoration of visual fields, abolition of disc cedema, up to 4 mm reduction in proptosis, better lid closure and corneal healing. Ocular muscle balance is not normally altered by decompression. A slight general increase in all rotations may occur as orbital pressure and cedema are reduced, but certainly no permanent worsening of ocular movements should result. The major morbidity is of intraorbital nerve paraxsthesix which may last up to eighteen months if the nerve is severed and not merely bruised. Chronic sinusitis with polyps are the main contraindications to transantral decompression.
Double vision may be the presenting complaint in many middle-aged dysthyroid patients and not all of such patients have proptosis. Infiltration of an extraocular muscle by lymphocytes and later fibrotic shortening prevent the normal extension of that muscle when its antagonist contracts. Most commonly elevation is reduced by inferior rectus tethering and it is not an ophthalmoplegia affecting the superior rectus. Abduction and depression may be similarly limited by medial and superior rectus fibrosis respectively. Two additional features can present as a consequence of inferior rectus tethering: binocular single vision is retained by adopting compensatory chin elevation, or the sustained effort to elevate the eyes as far as the primary position causes bilateral lid retraction. This form of lid retraction responds to inferior rectus recessions.
Because of the prolonged evolution of the ocular muscle involvement in this condition many surgeons have been reluctant to offer operative correction before two years or more from the onset of diplopia. This unduly conservative approach is avoided by recording the field of binocular fixation and the Hess chart at three-monthly intervals until the affected ocular movements have been unchanged for six months. So far on only two occasions have recessed inferior recti needed to be advanced, confirming that stable ocular movements for six months is the correct waiting period (Miller et al. 1965) .
At operation the traction test establishes the tethering and the inferior rectus often needs more than the customary 4 mm recessionup to 6 or 7 mm. After reattaching the inferior rectus the traction test is repeated, to be certain that reasonable elevation is possible. If horizontal rotations are similarly restricted the appropriate horizontal rectus muscle may be recessed at the same operation.
While waiting for stabilization of the ocular deviation many patients can be helped by prisms, particularly the Fresnel type. Much weaker prisms may still be needed postoperatively. It is worth noting that the patients requiring more than one strabismus operation usually do regain a reasonable field of binocular single vision. Lid operations are probably the most misused procedures in dysthyroid patients. Tarsorrhaphy may be requested in the vain attempt to contain progressive exophthalmos with chemosis. It is doomed to failure since it merely closes off part of the only open side of the bony orbit and thereby increases intra-orbital pressure. Lateral tarsorrhaphy does have a place in improving the appearance in longstanding exophthalmos. It may be performed at the same time as Henderson's operation of disinsertion of the smooth muscle part of the levator from the upper border of the tarsal plate. Established lid retraction, particularly if unilateral, is disfiguring and Henderson's opeiation gives good results and never overcorrects (Henderson 1965) .
This brief summary of the available surgical operations in dysthyroid eye disease shows that much can be achieved by the correct timing and type of intervention. The long-drawn-out natural history of the condition means that often more than one operation will be needed. Nevertheless these surgical interventions must be regarded as, at best, temporary measures until medical prevention of the disabling ocular complications of thyroid disease is achieved.
